Introduction
Geriatrics, the study and treatment of physical and psychiatric illnesses affecting the aged, deals mainly with chronic conditions requiring long-term care and follow-up. However, chronic illness may suddenly exacerbate and psychiatric conditions, such as senile dementia and cerebral atherosclerosis, are frequently ushered in by an unrelated acute illness or a stressful life event.
The characteristics of geriatric patients in a crisis situation, and the techniques for intervening in these crises have received insufficient attention in the literature. A 'recent search by the MedLine Computer Service of crisis intervention titles revealed only one paper on geriatric crisis intervention (8) . The most important reason for expanding our knowledge in this area is readily apparent. Accurate assessment and diagnosis of the geriatric patient in crisis and rapid intervention with appropriate treatment may prevent unnecessary hospitalization or premature institutionalization with subsequent increase in regression, dependency, morbidity and mortality. Furthermore, rapid crisis intervention may also prevent further deterioration and the onset of a chronic dementia (4). Markson, et aI. (6) , in their study of alternatives to hospitalization for psychiatri- Can. Psychlatr. Assoc. J. Vol. 23 (1978) cally ill geriatric patients in New York State, noted that for most aged, a mental hospital or nursing home was not a suitable solution. On the other hand, the services that they considered necessary; namely, crisis resolution and support in the community, were almost nonexistent for this age group.
This study analyzes some psychiatric aspects of 64 geriatric patients in the midst of a crisis and describes their management by a hospital-based psychiatric crisis team: Methodology A crisis is defined as a state of disorganization due to a stressful situation where the usual problem-solving techniques fail, resulting in a disturbance of the psychic and somatic equilibrium. A crisis may be precipitated by endogenous events; such as a physical illness, or exogenous or environmental factors such as the loss of illness of a spouse, financial problems, unemployment, or relocation. At times different forces converge so that it becomes difficult to clearly delineate their effect. Marital difficulties, for example, may precipitate a crisis, but, conversely, a crisis may result in marital problems. Older people are physically and psychologically more vulnerable to stress and, as a result, cause and effect are even more difficult to assess.
Sixty-four geriatric patients referred consecutively to the Crisis Intervention Service of the Jewish General Hospital in Montreal were selected for study. These were compared to a control group of randomly selected adult patients under age sixty, who were also seen by the Crisis Service during the same time interval (about 15 months).
When the individual, spouse, family, social worker, are unable to reach a solution to the escalating problem, they frequently tum to the emergency room of a general hospital. At the Jewish General Hospital, patients arriving in the emergency room in crisis are first screened and, when necessary, treated by the emergency room Vol. 23, No.4 medical staff. They are then usually referred for evaluation and treatment to the psychiatric resident or staffman on call. Emergency psychiatric treatment may involve a brief admission to a six-bed psychiatric holding unit. The alternative, depending on the patient's condition, is to render emergency care followed by discharge from the emergency room. Follow-up, either afterdischarge from the holding unit, or directly from the emergency room is the function of the Crisis Intervention Service. This Service, staffed by psychiatrists, psychiatric and famil y practice residents, a psychiatric social worker and nurse, is part of the psychiatric outpatient department. The Crisis Intervention Service provides ongoing diagnostic assessment and treatment. All of the hospital's diagnostic facilities are at its disposal. Treatment modalities include the use of medication, which will be covered later in this paper, supportive and directive psychotherapy, and environmental manipulation. ECT may occasionally be used on an outpatient basis. Treatment also involves mobilizing the patient's family and community resources, such as homemakers, a meals-on-wheels service, community nurses, social agency support and legal aid.
Crisis intervention must be swift. Therefore, the usual waiting period for appointments is never longer than two or three days. Urgent cases are seen within hours after discharge from the emergency department or holding unit.
When a patient is unwilling or unable to come to the hospital, the staff visits the patient and his family at home. The frequency of visits is arranged according to the patient's need. Acutely ill patients are seen daily. Disposition is planned from the onset of treatment. This may include discharge to a psychiatric facility, if the patient's condition does not improve or becomes worse. A patient may also require institutionalization in a chronic hospital or nursing home. When beds in the above facilities are not available, the Crisis Service must function as a "holding operation" until proper arrangements are made. When ambulatory follow-up care is necessary a referral is made to the hospital geriatric clinic, private physician or social agency.
The following case studies illustrate the management of two geriatric patients in crisis.
Case I
A 72-year old retired man was brought to the emergency room by his second wife, twenty years his junior. He was afraid his tenants were plotting to kill him and felt his wife was involved in the plot. He had no previous psychiatric history, and was well until his wife left to take an extended, 8-week vacation in Israel. On her return he was a "different person" . He had locked and barricaded himself in his room, hid knives in various places and heard threatening "voices".
In the emergency room, the above delusions were elicited, the patient was found to be alert, cooperative, but somewhat guarded and circumstantial. There was no evidence of depression and cognitive functions were intact. A diagnosis of acute paranoid state was made with a differential diagnosis of organic brain syndrome. The patient was offered a bed in the Psychiatric Holding Area, but refused, pleading to return home. He was allowed to go home in the care of his wife to be followed by the Crisis Intervention Service. Haloperidol -2 mg TID was prescribed. He was seen several days later and the findings made in the emergency room were again substantiated. The patient was seen twelve times by the Crisis Service over a period of eight weeks. During this time, benztropine mesylate -2 mg BID was added because of extrapyramidal side effects and haloperidol gradually reduced. Improvement occurred so that at the time of discharge (to a family practitioner), the patient was bright, no longer delusional and again had a good relationship with his wife.
Case II
An 82-year old widow was brought to the emergency room from a nursing home by her son and daughter-in-law because of aggressive and inappropriate behaviour. She had been well until a year previously when she began to show signs of senility and had to be placed in a nursing home. During the year she had spent several months at different nursing homes and in the homes of her children, becoming more confused and unmanageable.
On the day of her visit to the emergency room, she had tried to undress a male patient and pull him into bed with her. She was agitated and showed a severe memory deficit. She was admitted to the Psychiatric Holding Area where she was kept for five days of treatment and for further investigation. The original nursing home refused to have her back, but the family found another placement. She was discharged after an injection of 0.25 cc. or 6.25 tug of fluphenazine enanthate and with a prescription for thioridazine -25 mg TID. In order to assure a smooth transition to the new nursing home, the Crisis Intervention team visited there three days after her discharge. The psychiatric resident who went to the home found that the patient was doing well, her
The resident adjusted her medications and referred her to the Geriatric Clinic for followup. He discussed management technique for confused patients with the nursing home staff and offered the back-up support of the Crisis Intervention Service if this should become necessary. Table I illustrates the demographic data for both groups, As is usually seen in geriatric patients, the ratio of women to men is much greater than in the younger age group. More patients were widowed in the geriatric group and a greater proportion were single in the control group. In both groups, 25% of the patients lived alone, a factor which predisposes individuals to crisis.
Results

Demographic Data
Diagnostic Categories
In both groups the psychiatric diagnosis was often not definitive. This was partly due to the problem-oriented treatment approach. The object was to delineate the patients' immediate problems and to provide proper and swift intervention. Many patients carried more than one diagnosis, in some cases the diagnosis was deferred and target symptoms treated with medication. Occasionally, the diagnosis was changed as the treatment progressed.
Using the primary diagnosis, and the treatment record, certain diagnostic categories were established. Table II illustrates these for both groups. In the geriatric group, as compared to the control group, depressive illness predominates. The incidence of organic brain syndrome is relatively low. Psychosis usually of the acute reactive type, both schizophrenic and affective, were more common in the control group.
Precipitating Factors
With each group, records were carefully reviewed, and a serious attempt was made to determine precipitating factors. It was noted that when the working diagnosis was an acute or well-defined psychosis such as schizophrenia, manic depressive illness or senile dementia, precipitating factors were less well defined in the patient's record. In such cases there was less necessity to search for a precipitating event in order to formulate and understand the patient's problem. In only one of nine patients with the diagnosis of senile dementia was a precipitating event noted. The other eight patients were brought in because their confusion, disorientation and bizarre behaviour became an increasing problem to their caretakers. In eight cases a previously diagnosed manic depressive illness became exacerbated and resulted in crisis intervention.
In thirty geriatric cases, a well-delineated event prompted the emergency contact and the subsequent crisis intervention. In fourteen, the crisis was directly related to physical illness; nine patients lost a meaningful relative through illness or death; four moved or were forced into relocation; one had problems at work and one required help as a result of retirement. One patient faced financial problems which resulted in his illness.
In the control group, precipitating events were not as well defined as in the geriatric group. Crisis-provoking life events were noted in only twenty-four patients of the control group. Twelve patients described marital problems. It was difficult to determine whether these difficulties were primary or secondary. Six patients were seen following separation or divorce from their mate. In only three cases was the psychiatric emergency linked to a physical illness. Two patients had work or school problems, one woman had been raped.
Use ofMedication
Most patients treated received some form of psychotrophic medication. Patients receiving antipsychotic agents and/or tranquilizers were grouped together. When a patient received psychoanaleptics with or without tranquilizers or hypnotics, he was placed in a separate category, similarly when lithium was prescribed. use of antipsychotic medication and tranquilizers was greater in the geriatric group compared to the control group when one considers the relatively low incidence of schizophrenia, paranoid states and paraphrenia in the index group. This can be explained on the basis that small doses of phenothiazines, predominantly haloperidol and thioridazine, are used in geriatrics to tranquilize and sedate patients who are confused and agitated as a result of an organic brain syndrome. Antidepressant medication was more frequently used in the geriatric group. Its use, however, did not coincide with the large proportion of depressions in the index group. This may be due to the fact that in the geriatric group mild agitated depressions were sometimes treated with small doses of phenothiazines rather than antidepressant medication.
Frequency and Number a/Visits
The number of visits or patient contacts varied with each individual patient. In the geriatric group the maximum was twelve ,visits, the minimum, one. The average number of visits was three. The average time spent on the Crisis Service by geriatric patients was sixteen days. For the control group, the maximum number of visits was ten, the minimum one, and the average was 3.5 visits. The average time from admission to discharge was thirty days. Table IV illustrates the outcome and final disposition of both patient groups. There is little difference between the groups. In each group ten patients required admission to a psychiatric facility because they could not be managed in the community on an outpatient basis. Two geriatric patients were placed in a nursing home and one was admitted to a hospital for medical treatment.
Disposition
Discussion and Conclusion
In our series, thirty geriatric cases demonstrated a well-delineated life event that prompted the intervention of the Crisis Team. Amster and Krauss (2) listed thirtyfive "life events" in order of severity of adjustment or adaptation. They were able to relate mental deterioration in elderly women to the frequency and intensity of life crises. Yet the ability to adapt to a stressful event varies with each individual. Specific crises have been studied as they affect or stress different individuals. Markus et al. (7), in studies of mortality related to relocation conclude that males, confused aged, and those who are overly dependent, constitute high risk groups. Aleksandrowicz (1) , in a study of a fire on a geriatric ward with a subsequent relocation of patients, again found an increase in mortality. He noted a 20 percent mortality rate in three months, following the fire, compared to 7.5 percent in the preceding three months. None of the patients were injured. He felt that the cause of death was due to disruption of the social milieu, separation, change of routine and emotional reactions of the caretakers. All patients on the ward were demented. He compared the reaction of the aged to the anaclitic depression of infants. Stress reactions can also be measured physiologically. Kral, Grad and Berenson (5) studied the stress of relocation in an aged population by means of cortisol levels in blood plasma. They concluded that normal aged men were more stressed than women by relocation and that the psychotic aged were more stressed than normal subjects.
These studies certainly indicate the vulnerability of certain aged to crisis and stress, and the importance of proper crisis intervention. Further proof would call for the establishment of a third control group. A group that would be discharged after emergency treatment and not referred to the Crisis Intervention Team. From our clinical experience, the establishment of this type of research group would be unethical.
Further support for the management of geriatric patients by crisis intervention, rather than by continuing long-term support, is given by Blenkner (3). In longitudinal follow-up studies of two groups of aged, one of which received comprehensive social work services of a "social guardianship" type, and the other who obtained only limited care of a crisis intervention type, the former were institutionalized sooner and had a greater mortality rate than the latter. Curiously, even after institutionalization, clients belonging to the "well-cared-for" group died sooner than clients receiving minimal service.
In our study, only two patients were institutionalized by the Crisis Team. Of the ten who were referred to a psychiatric facility, one could not be traced, one died, one was placed in a domiciliary care apartment-hotel facility, and seven returned to live in the community. Therefore, the number of patients permanently institutionalized following crisis intervention was relatively low. An appropriate follow-up was arranged for most patients. The intensive treatment was relatively short for geriatric patients. Treatment time for the control group patients was nearly twice as long. This suggests that geriatric crises are relatively short-lived and/or respond quickly to proper crisis intervention.
In conclusion, the concept of crisis intervention is a useful and effective way of handling geriatric patients who present as a psychiatric emergency. Intervention must be rapid, flexible, comprehensive and mobile. This approach can prevent unnecessary hospitalization, institutionalization, and ·pos-sibly further psychiatric and physical deterioration and decompensation.
